DataWatch
The focus of private and public interest in the nation's health care enterprise has been, increasingly, on its cost. Less attention has been paid, except perhaps in research circles, to the status of the nation's health and medical care ulilization.
The data below seeks to provide readers with the highlights of the latest information available on health status and medical care utilization in the United
States.
Health Status And Medical Care Utilization
During the 1970s, a debate arose in the more esoteric circles of the health sphere over the efficacy of medical care. The debate was driven by a sprinkling of critics who maintained that medical care had little or no impact on health. The sharpest critic was Ivan Illich, a one-time parish priest who argued at his most extreme that "less access to the present health system would, contrary to the political rhetoric, benefit the poor." 1 Other analysts, less strident in their tone and thus more credible in their substance, who discussed this question during the 1970s included Victor R. Fuchs, a Stanford University economist, and Thomas McKeown, a British physician. 2 While the viewpoint that medical care has little influence on health status remains alive, contrary opinions have emerged in the 1980s that suggest there is, indeed, a binding tie between the amount of medical care that is provided a given population and its health status. This information has largely been disseminated within academic circles and thus has had little influence on the opinions or expenditures of the individual consumer or third-party purchaser. Prof. Jack Hadley of Georgetown University's Center for Health Policy Studies has become perhaps the leading academic exponent of the view that medical care matters by virtue of the publication of his 1982 book entitled, More Medical Care, Better Health? 3 Hadley, an economist who until recently was affiliated with The Urban Institute, used data from the 1970 census and other sources to examine the impact of health expenditures on mortality rates. He looked at crosssectional data for twelve different age, sex, and race groups residing in 407 county groups-neighboring counties representing at least 250,000 individuals. Hadley's principal conclusion was: "Medical care has a negative and statistically significant impact on mortality rates. This implies that health is better when medical care use is higher." Hadley estimated in his study that a lo-percent increase in per capita expenditures would decrease death rates by 1.57 percent. White middleage males (age forty-five to sixty-four) would enjoy the greatest drop in mortality rates-some 3.24 percent, Hadley calculated. Black middle-age males would experience the smallest drop in mortality rates-0.77 percent. (See Exhibit 1.)
The Rand Corporation contributed two other studies to the debate in 1984. One supports the contention that medical services improve health; the findings of the second study are mixed on this question. The first study, by Nicole Lurie and others, assessed the impact of a decision in California to remove some 270,000 medically needy adults from its MediCal (Medicaid) program. 4 The state took this policy step as a way to reduce the cost of Medi-Cal.
Lurie and her colleagues monitored the health of 186 adults and a similar control group who were patients at an internal medicine practice at the University of California-Los Angeles. Before losing Medi-Cal coverage, 96 percent of the study group members were able to identify a usual source of care; and 83 percent agreed with the statement: "I can get medical care whenever I need it." Six months later, these responses had fallen to 50 percent and 38 percent, respectively. (See Exhibit 2). More importantly, they reported a "clinically meaningful deterioration" in the health status of the study group, including a deterioration of blood pressure control among hypertensives. Finally, but anecdotally, three individuals died during the study period under circumstances that appeared related to the Medi-Cal cut-off: two were unable to purchase medications for chronic conditions; another individual did not seek emergency treatment for ten days after suffering a perforated ulcer. Follow-up interviews with family members revealed that all three individuals believed that they could not afford medical treatment.
The second Rand study, published last year by Robert Brook and his colleagues, was a part of the findings of Rand's Health Insurance Experiment and dealt with the impact of cost sharing on health status. 5 The study randomly assigned 3,958 patients into a variety of health planssome with entirely free care, others with different levels of cost-sharingfor three to five years. Those with higher degrees of cost sharing had fewer physician visits and hospital stays. In seeming contrast to the findings of Hadley and Lurie, Brook concluded that free care did not affect patients' major health habits-smoking, weight control, or cholesterol levels-or their self-assessed general measures of health. However, people with myopia and hypertension, two of the conditions selected for analysis, benefited from free care. Nevertheless, Rand concluded that the small reductions in mortality that they found "are not enough to justify free care for all adults."
These three studies reached less than conclusive results on the intriguing question of the relationship between medical care and health status. Their study methods were different, as were the people studied. Hadley analyzed data of a population that included many elderly individuals; the data are now fifteen years old. Lurie studied a small population of poor, sick patients over a six-month period. And Brook focused on a generally healthy population. All found that medical care at least helps individuals who are at special risk, but they left many questions unanswered.
This new evidence comes at a time when use of medical care is declining and the health status of the U.S. population, as a whole, is improving. In direct contrast to the experience of the 1970s hospital admissions and physician and dental visits are declining. The reasons for these reversals in previous trends remain unclear, but they probably bear some relationship to the private and public cost-containment initiatives that are underway. What impact this declining utilization is having on health status now is any researcher's guess. Recent data published by the National Center for Health Statistics showed that in 1982 the nation's death rate dropped to a record low, meaning that Americans can expect to live longer than ever before.
Life And Death
The U.S. population will total 238,631,000 in 1985, according to the Census Bureau. (See Exhibit 3.) The 1985 population of 29 million elderly is expected to more than double by 2030 to 65 million, when the baby boom cohort reaches what society now considers to be retirement age. In perhaps the most dramatic reflection of population shifts and medical progress, centenarians-people aged 100 and over -will number more than 1 million by 2050, compared to 37,000 today. 6 Life expectancy. An infant born in 1983 could expect to live an average of 74.7 years. Life expectancy at birth climbed steadily through the 1970s and early 1980s, with the exception of 1980, when an influenza epidemic caused a short-term drop. (See Exhibit 4.) White females have the longest life expectancy (78.8 years), followed by black females (73.8), white males (71.6), and black males (65.2). Since 1950, life expectancy for whites has increased 6.1 years, while it has grown 10.5 years for nonwhites.
7
Infant mortality. The decline in infant deaths over the last two decades, from 24.7 per 1,000 live births in 1965 to 10.9 per 1,000 in 1983, stands as one of the great accomplishments of medicine during the period. But the rate of deaths of black infants under one year of age remains twice as high as for white infants, just as it was twenty years ago. 8 (See Exhibit 5.) Death rates. In 1983, for the first time ever, more than 2 million American died. Yet age-adjusted death rates fell to an all-time low for the fourth consecutive year to 549.6 per 100,000 population. (See Exhibit 6.) Crude death rates continued to fall as they have for most of the century. The major exception came from the late 1950s to the late 1960s, when crude death rates plateaued at around 950 per 1,000.
9
Diseases of the heart remain the largest killer in the U.S., making up 38.1 percent of all deaths. But deaths from heart disease have fallen on an age-adjusted basis from 307.6 in 1950 to 253.6 in 1970 and 188.5 in 1983. Cancer was the cause of 21.9 percent of all deaths in 1983, having climbed slightly on an age-adjusted basis from 125.4 in 1950 to 129.9 in 1970 and 132.3 in 1983. Cerebrovascular diseases were the next largest cause of death, with 7.8 percent in 1983, followed by accidents and adverse effects (4.5 percent), and chronic obstructive pulmonary disease (3.3 percent). All of the top five killers, except chronic obstructive pulmonary disease, have declined or stayed about level on an age-adjusted basis.
10
Premature death. Another perspective on mortality in the U.S. is the number of years of potential life lost by major cause of death. (See Exhibit 7.) Based on age at the time of death, the Center for Disease Control calculates the potential years remaining before that individual would have reached age sixty-five. In 1983, 9,170,000 potential years of life were lost. Accidents and adverse effects caused the greatest number of lost years of life, followed by cancer, heart disease, suicides and homocides, and chronic liver disease and cirrhosis. The nonmedical causes of death-accidents, suicides, and homocides-were responsible for 37 percent of the potential lost years of life in 1983.
11

Sickness And Health
When asked, 11.5 percent of the people surveyed in the 1982 National Health Interview Survey said they were in fair or poor health, down slightly from 12.1 percent in 1976. (See Exhibit 8.) Older people, blacks, and those in families with low income are much more likely than younger people, whites, and higher income families to say they are in fair or poor health. 12 The answer to this question is highly correlated with other indicators, including limitations of activity and physician visits, and provides a useful summary measure to assess the health of subpopulation groups.
13
Chronic conditions and limitations of activity. As individuals and society grow older, chronic conditions will increasingly tax health resources. About 14 percent of the population reports limitations of activity related to chronic conditions, but 45 percent of the sixty-five-and-over population does so. Limitations of activity closely follow the demographic pat- expenditures of more than three times as much as individuals without activity limitations.
15
Health practices. The National Center for Health Statistics reports that about 50 percent or more of all surveyed men and women say they exercise less than needed, make no effort to limit red meat intake, seldom or never use seat belts, and/ or have not received a general physical examination in the last year. (See Exhibit 10.) In addition, 30 percent or more of the surveyed men and women consider themselves overweight, smoke cigarettes, and/ or take poor or fair care of their own health. A follow-up survey conducted a year later of the same individuals showed little change from these 1979 findings. tion without substantial complications was also one of the most frequent DRGs. Average length-of-stay tended to increase with the bed-size of the hospital, but the pattern does not hold true for every DRG.
18
Physician and dentist visits. Use of physician services mirrors in many respects use of hospital services. After a rise in per capita visits following enactment of Medicare and Medicaid and peaking in the mid-1970s the number of physician visits per person has tapered off to 4.6 in 1981. People sixty-five years and older, females, and those in low-income families are more likely than others to see physicians more often. 19 (See Exhibit 13.) The American Medical Association reports that visits per physician have declined further since 1981. 20 Visits to dentists have also dropped significantly in recent years.
21
Use of other medical providers. The number and percent of the population receiving services from other providers are listed in Exhibit 14.
Lookine Ahead
Researchers from the National Center for Health Statistics (NCHS) have estimated that, if mortality rates continue falling at present rates 
